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Abstract 
Background: African Americans are disproportionately affected by type 2 Diabetes Mellitus 
(T2DM). Efforts to improve health outcomes related to diabetes and reduce associated 
complications have focused on self-management. Purpose: This Doctor of Nursing Practice 
(DNP) project focuses on implementing a culturally tailored diabetes education program with the 
goal of increasing participants’ knowledge and management of their disease. Methods: This 
quality improvement project was implemented at a community health center in Dorchester, 
Massachusetts, with African American adults age 18 years and older. The culturally tailored 
educational sessions were conducted biweekly for a total of six sessions; each session lasted 
approximately 90 minutes. The American Association of Diabetes Educators (AADE) guidelines 
was used to develop the education curriculum. The session topics included an overview of 
diabetes, nutrition and healthy eating, physical activity, and stress management. A survey and 
diabetes knowledge questionnaire was administered at the first and the last group session. 
Results: Fourteen African Americans with T2DM, ages 42-67 years old, participated in the 
culturally tailored educational intervention. Ten participants completed the minimum of four 
sessions to be included in data analysis for this project. The results indicate that knowledge on 
self-management of diabetes increased, with 60% of the participants having >50% rate of 
improvement between the pre and post-test scores. Conclusion: The culturally tailored education 
demonstrated effectiveness in increasing knowledge of diabetes among African American adults. 
Diet, exercise, and stress management are considered necessary components in the management 
of diabetes and have been found to positively affect knowledge and self-monitoring of diabetes. 
Keywords: Type 2 Diabetes, African American, Culturally tailored educational program, 
Self-management, Diabetes Self-care barriers 
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Management of T2DM in African Americans: Increasing Knowledge Using a Culturally 
Tailored Diabetes Education Program  
         Introduction 
Diabetes is a chronic progressive disease with many complications and a higher incidence 
and prevalence nationally among people from certain racial/ethnic groups and rural regions. 
According to the Center for Disease Prevention and Control (CDC, 2017), the number of 
reported diagnoses of diabetes in the United States (US) has been on the increase with more than 
100 million US adults diagnosed as living with diabetes or prediabetes. African Americans 
constitute an ethnic population that has been characterized by the American Diabetes Association 
(ADA) as having a high risk for diabetes. African Americans bear a disproportionate burden 
from diabetes and its complications (Spanakis & Golden, 2013). Research shows that the risk of 
having diabetes is 77 percent higher among African Americans than non- Hispanic white 
Americans (Spanakis & Golden, 2013). When compared to Caucasians, African Americans are 
two times more likely to suffer from diabetes complications, such as neuropathy or diabetes-
related blindness and lower-limb amputations, and two to six times more likely to have kidney 
disease (Brewer-Lowry, Arcury, Bell, & Quandt, 2010).  
In addition, obesity, hypertension, and dietary habits, environmental factors, education, 
and cultural factors are other reasons why African Americans are more at risk for developing 
diabetes (Goode, 2011). Genetic traits, their prevalence of obesity, and insulin resistance all 
contribute to the risk of diabetes in the African American community (Brewer-Lowry et al., 
2010). Also, African Americans often present cultural beliefs about their medical care, 
difficulties with language, or low health literacy, which can interfere with the success of diabetes 
self-management activities (Dall, Zhang, Chen, Quick, Yang, & Fogli, 2010). According to the 
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2020 National Diabetes Statistic report, approximately 11.7% of African Americans aged 18 
years and older have diabetes (CDC, 2020). Conversely, patients with diabetes within this ethnic 
group have a five times higher rate of leg amputations compared to Caucasians (Peek et al., 
2012). They also have a higher rate of stroke, end-stage renal disease (ESRD), and a higher 
mortality rate from heart disease than among non-Hispanics white Americans (CDC, 2014). 
African Americans face increased barriers to accessing care, and they are more likely to 
receive inadequate care and experience worse health outcomes than any other race (Agency for 
Healthcare Research and Quality [AHRQ] 2012). They may experience additional stressors such 
as financial burdens, limited healthcare access, less education, and the absence of culturally 
relevant diabetes education. These stressors limit African Americans’ understanding of their 
disease and inhibit their ability to make healthy lifestyle choices to manage their condition 
(Steinhardt et al., 2015). 
Background 
Type 2 Diabetes is due to the lack of insulin production or the insensitivity of cells to 
insulin (Menke, Casagrande, Geiss, & Cowie, 2015). In 2015, a total of 30.3 million Americans 
was reported to have diabetes; this number is approximately 9.4 percent of the US population. 
Another 84.1 million were noted as having prediabetes, a precursor for T2DM (CDC, 2017). In 
the same year, T2DM was reported as the seventh leading cause of death in the US (CDC, 
2017). The cost of diabetes care in the US is supported primarily by government insurance 
(Medicare, Medicaid, and the Military), and the rest is paid for by private insurance or by the 
uninsured. The ADA asserts that the cost of diabetes care rose to 327 billion dollars in 2017 from 
245 billion dollars in 2012, representing a 26% increase over five years (ADA, 2018). Of this 
amount, 237 billion dollars was spent in direct medical costs and $90 billion in reduced 
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productivity. The ADA (2018) also notes that people with diagnosed diabetes incur average 
medical expenditures of 16,752 dollars per year; of this amount, approximately 9,601 dollars is 
attributed to diabetes. These numbers show that T2DM continues to represent a growing health 
problem. Individuals with diabetes without health insurance have a higher incidence of 
emergency department visits than those who have health insurance (ADA, 2018). The public 
health and financial burden of diabetes is part of the main reasons why many African Americans 
experience diabetes complications (CDC, 2014).  
African Americans have dietary preferences adopted from cultural practices passed down 
from one generation to another (Swierad, Vartanian, & King, 2017). They often prefer foods 
high in carbohydrates and soul foods, which are fried foods and lots of fatty meats prepared with 
rich gravies (Kulkarni, 2004). Researchers have asserted that an individual’s dietary behaviors 
can impede or accelerate the development of T2DM among the at-risk population (Abdullah et 
al., 2011; Calvin et al., 2011). Socioeconomic status and educational level are essential in the 
meal planning and nutrition education of patients from different ethnic backgrounds. The 
American Heart Association (AHA) maintained that poor dietary behaviors are the primary risk 
factor for T2DM. In two studies, authors affirmed that effective dietary management could 
prevent T2DM diabetes and delay the onset of complications (Didarloo, Shojaeizadeh, 
Gharaaghaji, Niknami, & Khorami, 2014; Piccolo, Pearce, Araujo, & McKinlay, 2014). 
Most people are diagnosed and treated for diabetes in primary care clinics. However, 
managing this disease in this setting is often challenging, especially given the fact that health 
care providers are limited on time spent with patients. Consequently, many patients diagnosed 
with diabetes do not receive diabetes self-management education at the time of their visit with 
their health care providers (Goode, 2011). Diabetes treatment is quite different from other 
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diseases, where medication alone may be all that is required to manage the illness (Goode, 2011). 
T2DM may be controlled, and complications delayed through lifestyle modifications such as 
weight loss, diet, and exercise (ADA, 2018).  
 Lack of information on appropriate nutritional food choices, portion control, as well as 
limited physical activity and stress management all contribute to the increased rate of diabetes 
among African Americans (Sun, Tsoh, Saw, Chan, & Cheng, 2012). All these factors should be 
addressed to improve diabetes outcomes. A culturally tailored educational approach that 
promotes healthy lifestyle habits and patient empowerment have been shown to be an effective 
strategy with the potential to decrease the development of complications related to T2DM among 
ethnic minorities (Sun et al., 2012). While knowledge alone does not lead directly to behavioral 
change or controlled diabetes, it has been identified as a prerequisite to enhancing self-efficacy 
and for changing behavior. The purpose of this project is to determine if a culturally tailored 
educational program increases knowledge of self-management of T2DM among African 
American adults. 
Problem Statement 
African Americans have higher prevalence rates of T2DM compared to other US adults, 
and contributing factors include knowledge deficits regarding self-management of their disease, 
cultural practices, and beliefs. 
Organizational “Gap” Analysis of Project Site 
The Quality Improvement Project (QIP) was implemented at a community health center 
in Dorchester, Massachusetts. This health center provides primary care and supports services to 
low-income, racial, and ethnically diverse populations who are burdened with different chronic 
diseases. Knowledge deficit on the impact that lifestyle and culture have on health outcomes is 
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one of the major factors leading to the difficulties many African Americans with T2DM have 
with making necessary changes to improve their health (Collins-McNeil, Edwards, Batch, 
Benbow, McDougald, & Sharpe, 2012). Managing diabetes in the primary care setting is 
challenging for both patients and providers, given the constraints of a traditional 15 minutes fee-
for-service visit under the current medical model. 
Review of the Literature 
Literature Search Strategy 
 
A search of the literature was conducted using databases that included Medline, PubMed, 
Cinahl, Cochrane Library, Google Scholar, and ProQuest Nursing & Alliance Health. Keywords 
used to search for relevant articles included: African American, T2DM, patient care 
management, self-management, patient education, ethnic groups, and culturally tailored diabetes 
education. Inclusion criteria consisted of English language articles that described African 
American’s beliefs regarding diabetes published from 2008 to 2018. The search strategy was 
broad to include as many relevant articles through subsequent manual screening. Reference lists 
of relevant reviews, articles, and tables of contents from Diabetes Care and Diabetes Educator 
were thoroughly reviewed to ensure all related studies were obtained. The literature searches 
identified 40 articles. The titles and abstracts were screened, and 19 articles met inclusion criteria 
and were used for this review. 
The literature review is separated into sections: 1) Knowledge gap of T2DM, 2) Barriers 
to diabetes self-management among African Americans, 3) Dietary habits of African Americans 
and, 4) Effectiveness of culturally tailored education programs. 
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Knowledge Gaps in Diabetes Self-care Management 
Type 2 Diabetes is a complex disease to manage, with most of the care involving self-
management. The current literature suggests that knowledge deficit regarding self-management 
of diabetes has a significant impact on clinical outcomes among African Americans with T2DM. 
Bhattacharya (2012) conducted a qualitative study examining the factors influencing diabetes 
self-management among African American adults. When the participants were asked about 
symptoms experienced after being diagnosed with diabetes, the participants were unable to relate 
the symptoms to diabetes; instead, they attributed the symptoms to old age. Also, the participants 
interpreted nutrition and physical activity guidelines as impractical and culturally irrelevant, and 
medication non-adherence was found to be due to inadequate knowledge of diabetes as a chronic 
disease (Bhattacharya, 2012).  
Diabetes self-management is key to successful blood glycemic control. Researchers have 
agreed that patients are ultimately responsible for managing their diabetes and should be 
educated appropriately about the importance of dietary management (Dyer, 2013). Being aware 
of management strategies, attitudes, skills, and deciding to take part in the self-management of 
their disease can help patients to manage their diabetes effectively and improve health outcomes 
(Lynch & Kane, 2014).  According to researchers, when patients play an active role in self-care, 
this increases positive health outcomes (Tang et al., 2015). Thus, health care providers should 
adopt a more patient-centered approach to health communication to raise awareness and 
adherence (Tang et al., 2015). 
Most patients are diagnosed and treated for diabetes in primary care clinics. Teaching 
diabetes self-management skills can be challenging in the primary care setting, especially when 
physicians are limited with time spent with patients (Goode, 2017). Therefore, many patients 
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diagnosed with diabetes may not be receiving diabetes self-management education. Diabetes 
knowledge deficit affects diabetes self-management, and clearly, barriers such as literacy affect 
knowledge development.  
Barriers to Diabetes Self-Management among African Americans 
Diabetes self-management is defined as the knowledge attained and skills required for 
taking care of oneself, being able to manage crises, and changing one’s lifestyle successfully 
(Spruill, Magwood, Nemeth, & Williams, 2015). Such lifestyle changes include medication 
management, physical activity, and dietary compliance.  According to Spruill et al. (2015), for 
most African Americans with diabetes, making lifestyle changes poses challenges, because 
friends and families are often insensitive to the needs of the person who has diabetes. For 
example, women are usually responsible for shopping and cooking for the family and may 
purchase foods preferred by other family members, thus making their food choices at home more 
difficult. In the workplace, friends or colleagues are not necessarily mindful of the person who 
has diabetes (Spruill et al., 2015). Eating healthy can be expensive, especially when you live in 
communities where grocery stores are out of reach and fast food stores are within reach. Thus, 
cost and transportation can be a significant barrier to healthy living.  
Rahim-Williams (2011) looked at the health behaviors and beliefs that affect self- 
management of diabetes among African American women with T2DM. A total of 25 adult 
participants were recruited for this study. Several factors relating to self-management were 
examined; among these are diet, physical activity, medication use, blood glucose monitoring, 
physician-patient interaction, support systems, and patient education/knowledge. Findings 
supported the assertion that self-management of diabetes is affected by beliefs pertaining to 
diabetes, patients’ behaviors, their access to support systems and resources available to patients. 
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The factors that negatively influenced behavior outcomes consisted of access to care, the cost of 
medications, pain, and nutritional changes (Rahim-Williams, 2011).  
In another study conducted by Baruth, Sharpe, Parra-Medina, & Wilcox, (2014), the 
authors found several barriers to self-management of T2DM. The participants described 
personal, social, and environmental barriers to exercise and healthy eating and confirmed the 
findings of studies with similar African American and disadvantaged women in other settings. 
Barriers to a healthy diet were reported as lack of support and pressure from family, friends, and 
co-workers. This negative influence may be especially strong in African American communities, 
as food and the context of eating traditional foods is vital to the African American cultural 
identity.  The pressure to eat more may be the result of jealousy, intentional disruption, or higher 
desirability of larger body size among African American women (Baruth et al., 2014).  Also, the 
authors frequently mentioned individual, social, and environmental factors as barriers to exercise 
and healthy eating (Baruth et al., 2014). 
Fitzpatrick and Hill-Briggs (2014) measured the ways that African Americans with 
multiple chronic conditions dealt with their health problems. The researchers engaged 320 
African American participants who were at high risk of heart disease. Fitzpatrick and Hill-Briggs 
(2014) acknowledged that conditions like T2DM, high blood pressure, and hyperlipidemia were 
major precursors for cardiovascular diseases, which are pervasive among this population. 
African Americans need to know how to take care of their health problems and be able to 
identify and adopt practical approaches to take care of their health. Fitzpatrick and Hill-Briggs 
(2014) believed that having this knowledge would help African Americans to increase their self-
efficacy and confidence in self-management.  
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Dietary Habits of African Americans 
African Americans’ dietary practices are rooted in culture; research has it that the 
adoption of slavery impacted African American nutritional habits in a significant way 
(Belle,2009). African Americans’ diet is historically tied to what is called soul food; this is a part 
of their ancient culture, which they are resistant to change (Belle, 2009). Soul foods are meals 
that contain high levels of sugar, sodium, fats, and cholesterol. In many gatherings or events 
where African Americans are found, choice of foods often circles around these high fat and 
carbohydrate contents like fried foods, barbecued ribs, baked macaroni and cheese, sugary fruit 
drinks, and sweets. History also makes us understand that African slaves learned how to cook 
soul food from the British, French, Americans, and Spanish (Belle, 2009). Given that soul food 
contains large amounts of fat, red meat, sodium, and sugar, it explains why African Americans 
are at increased risk of contracting health-related diseases from eating this type of diet (Belle, 
2009). 
 Webb et al. (2014) conducted a study to evaluate the eating habits of 292 African 
American women and their intention to change their dietary habits. The outcome variables 
included; breakfast, foods that have little to no fat, fruits and vegetables, whole grain products, 
foods with low to no salt, and a few or no snacks, while the stages of change were the primary 
independent variable (Webb et al.,2014). The result of the study showed that the women did not 
follow the recommended eating guidelines for a healthy diet and most of the women added salt 
to most or all their meals. The study also noted that a vital strategy for developing interventions 
that will improve the dietary habits of African Americans is understanding where they are in the 
stages of change (Webb et al.,2014). 
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 Scott, McDougle, Schwirian, and Taylor (2010) examined the differences in the eating 
habits of African Americans diagnosed with diabetes and those with no diagnosis of diabetes. 
They examined the dietary intake of 2,589 African American adults. Participants were divided 
into three diabetes status groups, namely, those without diabetes, those with prediabetes, and 
those with T2DM. The goal was to identify whether having T2DM influenced eating habits 
among adults. The study showed that regardless of whether African Americans have diabetes or 
not, their dietary intake is the same. The study noted that the average diet of an African 
American adult consists of higher amounts of carbohydrates and fat than recommended and low 
amounts of beneficial minerals and nutrients. This study indeed supports the development of a 
culturally targeted treatment approach for African Americans with T2DM (Scott, McDougle, 
Schwirian, & Taylor 2010). 
Effectiveness of Culturally Tailored Intervention 
The literature suggests that addressing health disparities in diabetes care requires that 
providers tailor care towards an understanding of their patients and providing culture-specific 
diabetes education to recipients (Goode, 2011). Most importantly, the unique life experiences of 
African Americans require diabetes education and support that is consistent with their needs 
(Spruill et al., 2015). Effective self-management of T2DM usually involves a regimen that 
consists of weight control, healthy eating choices, adherence to medication, blood glucose 
monitoring, physical activity and finally, stress management (Powers, Bardsley, Cypress, 
Duker,  Funnell, Fischl, Maryniuk, Siminerio, & Vivian, 2016). These interventions are pivotal 
to reducing the morbidity that is seen in patients with T2DM. 
According to Goode (2017), there is clear evidence of the value of culturally tailored 
interventions for African Americans over the usual practices implemented in traditional settings. 
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This includes education on culture-specific meals that is related to diabetes diet, meal planning, 
and carbohydrate counting, controlling dietary fats, portion sizes and keeping food logs to 
identify barriers to healthy eating. It also includes the use of culturally targeted written materials, 
videotapes, and presentations.  
Collins-McNeil et al. (2012) examined the effectiveness of a culturally tailored diabetes 
educational intervention for African American adults with T2DM. The authors used a church-
based setting for this study. The intervention focused on stress management, physical activity, 
education on diabetes, and teaching about diabetes coping skills. The intervention was conducted 
over a 12-week period. The authors utilized questionnaires and anthropometric measures. The 
findings showed that there was a significant increase among participants in medication 
adherence, healthy eating, and foot care. Other outcomes of this study included a significant 
decrease in systolic blood pressure to normal levels, improvement in blood lipids levels, an 
increase in physical activity, and a decrease in waist circumference among participants (Collins-
McNeil et al., 2012). 
A similar study was conducted by Fitzpatrick et al. (2016), where the authors compared 
and looked at the feasibility of three delivery modalities of decision-making education for 
choices in diabetes. These three modalities included a nine-module, literacy-adapted diabetes and 
cardiovascular disease (CVD) education and problem-solving training. This was compared with 
enhanced usual care (UC) on clinical and behavioral outcomes among urban African Americans 
with type 2 diabetes (Fitzpatrick et al., 2016). The study lasted for a duration of 18-20 weeks, 
and about 182 participants who had a CVD risk factor profile (elevated A1C, blood pressure, and 
lipids) were recruited for the study. Participants were randomized into groups namely: Self-
Study, Individual, Group, or Enhanced UC. Findings from this study revealed a decrease in 
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hemoglobin A1C in each group at 1-week post-intervention. The study also showed a reduction 
in systolic blood pressure in Self-Study and Group at six months post-intervention. Self-Study, 
Individual, and Enhanced UC had significant declines in LDL, and Self-Study also had an 
increase in HDL at six months post-intervention (Fitzpatrick et al., 2016).  
McDowell, Wallace, Tillery, and Cencula (2011) adopted faith-based interventions to 
reduce obesity among African Americans. The intervention was conducted over a two-year 
period. The interventions were culturally targeted, and included nutrition sessions delivered once 
every two weeks, along with physical activity and motivational courses. The physical activity 
sessions incorporated traditional and non-traditional activities, such as line dancing and salsa 
dancing. The intervention was done over 20 weeks, with 142 African American females and 
males in participation. Each intervention session began and ended in prayer. The results of the 
study showed that during year 2, participants showed an improvement in obesity and diabetic 
indicators than during year 1 (McDowell et al., 2011). 
William, Utz, Hinton, Yan, Jones, and Reid (2014) conducted a randomized controlled 
trial evaluating a culturally tailored diabetes self-management education among African 
Americans. A total of 25 participants completed the study. The outcome indicators included: (a) 
demographic variables, (b) self-management questions, (c) diabetes knowledge, (d) self-efficacy, 
(e) problem-solving skills, (f) HbA1Cs, (g) weight, height, BMI, and (h) general physical and 
mental health status. Different measurement instruments were utilized in the study. The Spoken 
Knowledge in Low Literacy Diabetes scale was used to evaluate diabetes knowledge. The 
Medical Outcome Study scale was used to assess physical and mental status, while self-efficacy 
in terms of confidence in diabetes management was assessed using the Diabetes Empowerment 
Scale-Short Form. The study findings indicated a decrease in Hemoglobin A1Cs (HbA1C) 
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levels, but this finding was not statistically significant. In addition, there were statistically 
significant findings for diabetes knowledge and foot care (Williams et al., 2014). The previous 
four studies gave insight into the importance and the need for diabetes education. Also, these 
studies validated the need for designing relevant and useful educational materials to help 
individuals with low literacy levels. 
Another study was conducted by Lynch, Liebman, Ventrelle, Avery, and Richardson 
(2014), to examine the effectiveness of a community-based group intervention on self- 
management behaviors and peer support for weight reduction among African Americans 
diagnosed with diabetes and hypertension. A total of 61 participants were randomized into two 
groups: (a) Lifestyle Improvement through Food and Exercise intervention, or (b) the control 
group. A registered dietitian and two African American peer supporters facilitated the classes. 
The outcomes measured for the study included: height and weight, nutrition patterns, physical 
activity, and quality of life. Self-care practices were evaluated using the Summary of Diabetes 
Self-Care Activities scale. Treatment success was defined as a 5% weight reduction and a 0.5% 
reduction in HbA1C at six months post-intervention. The results of this study were a reduction in 
HbA1C, and improvements in healthy eating, physical activity, and knowledge of diabetes 
nutrition. There were no differences in weight reduction between the two groups (Lynch et al., 
2014). This study demonstrated the importance of peer support, which is greatly needed among 
patients with diabetes. Group intervention allows participants to share stories to learn from and 
could be considered a motivational strategy because people motivate others to change. These 
aspects of an education intervention for African Americans with diabetes could be essential to 
improve diabetes self-care markers for these persons. 
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Synthesis 
Findings from the literature revealed several self-management behavioral variables 
affecting glucose control including exercise, medication use, blood glucose monitoring, dietary 
changes, physician-patient interaction, support systems, and patient’s knowledge (Dyer, 2011; 
Lynch & Kane, 2014; Rahim-Williams, 2011; Spruill, Magwood, Nemeth, & Williams, 2015). 
Limitations included the study populations being pulled from large, urban, culturally diverse 
cities and may not be representative of more culturally homogeneous populations of people with 
diabetes (Fitzpatrick et al., 2016; Lynch et al., 2014; McDowell et al., 2011).  
Culture plays a significant role in diabetes self-management behaviors, and it influences 
many decisions that patients take regarding their health and affects one’s lifestyle and food 
choices. The research shows that barriers to appropriate self-management among African 
American ethnic groups are related to inadequate understanding of the relationship between diet 
and diabetes, poor psychological adjustment, lack of confidence, inadequate coping skills, and 
denial that diabetes constitutes a severe problem (Rahim-Williams, 2011; Spruill et al., 2015). 
Diabetic Self-Management Education (DSME) is the first line of defense to mitigate diabetes 
complications; it is the continuing process of providing knowledge, acquiring skills, and having 
the capability for diabetes self-care. DSME program aims to promote positive self-care 
behaviors, support informed decision-making, problem solving, and encourage active 
participation among the health care team to improve patients’ clinical outcomes. Community-
based diabetes interventions are deemed appropriate to address the unique needs of the African 
American community as well as helping in the reduction of the diabetes disparities plaguing 
African Americans. 
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Evidence-Based practice 
 Diabetes self-management has been shown to benefit the general diabetic 
population (Gonzalez, Berry, & Stamos, 2013). The value of a culturally sensitive diabetes 
education program has gone mostly unknown (Gonzalez, Berry, and Stamos, 2013). Carter, 
Barba, and Kautz (2013) conducted a systematic review of existing research on the efficacy of 
culturally tailored T2DM interventions among African Americans. They found that diabetes self-
management education is an integral part of disease treatment and is critical to improving this 
problem in the African American population. 
Theoretical Framework/Evidence-Based Practice Model 
The chronic care model (CCM) (Stellefson, Dipnarine & Stopka, 2013) and the self-
efficacy theory by Albert Bandura (1977) are the theoretical frameworks chosen for this project. 
The CCM is a well-established organizational framework for chronic care management and 
practice improvement. It is an excellent tool for improving care at both the individual and 
population levels. CCM is developed to provide patients with education on disease self-
management skills by facilitating skills-based learning, and patient empowerment and tracking 
systems through reporting outcomes to patients and providers.  
The model assumes that improvement in care requires an approach that incorporates 
patient, provider, and system-level interventions (Fiandt, 2006). There is a significant evidence 
base to support the effectiveness of the model (Fiandt,2006). In addition, the comprehensive, 
multisystem approach of the CCM makes it ideal for working with a vulnerable population. The 
CCM is comprised of six components that are hypothesized to affect functional and clinical 
outcomes associated with chronic disease management (see Appendix A). The six components 
are 1) health system (providing leadership for securing resources and removing barriers to care), 
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2) self-management support (facilitating skills-based learning and patient empowerment), 3) 
decision support (providing guidance for implementing evidence-based care), 4) delivery system 
design, clinical information systems, and community resources and 5) policies (sustaining care 
by using community-based resources and public health policy) (Stellefson, Dipnarine & Stopka, 
2013). This QIP will address all these components. 
The Self-efficacy theory developed by Albert Bandura (1977) is focused on empowering 
patients by helping them build self-confidence, recognize lifestyle changes, issues, or concerns. 
The concept of self-efficacy is based on social cognitive theory, which describes the interaction 
between behavioral, personal, and environmental factors in health and chronic disease. The 
theory proposes that patients’ confidence in their ability to perform health behaviors influences 
the behaviors in which they will engage. Because type 2 diabetes self-management incorporates 
behavioral, personal, and environmental factors into daily performance, the concept of self-
efficacy is relevant for improving self-management. Based on Bandura’s theory (1977), self-
efficacy is the critical construct in predicting behavior change, and usually, those who show the 
most significant change, hold higher self-efficacy to improve health outcomes, thus reducing 
healthcare costs.  
Goals, Objectives and Expected Outcomes 
The purpose of this QIP is to address the knowledge deficit among African Americans 
with T2DM who use the clinic site as their primary place for care. One crucial component of the 
CCM model is self-management support, emphasizing the need for patient-centered 
interventions. These interventions can be achieved through culturally tailored education, skills 
training, and psychosocial support. The objective of this project is to teach a culture-specific 
form of self-management that would empower patients, and lead to better diabetes outcomes, and 
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prevent acute complications of diabetes while minimizing healthcare costs. The plan was to have 
all recruited participants attend at least four out of the six educational sessions, which focused on 
the overview of diabetes, nutrition and healthy eating, physical activity, and stress management. 
The expected outcome was to see an increase in knowledge when the pretest and posttest scores 
were compared. This program supports the mission of the community health center to provide 
excellent healthcare services and education to its patients.  
Methods 
  The purpose of this DNP Capstone Project was to increase knowledge on diabetes self-
management in African Americans diagnosed with type 2 diabetes using a culturally tailored 
education intervention. Participants were recruited via referrals from the clinic’s medical 
providers, consisting of doctors, nurse practitioners, and physician assistants. Flyers (Appendix 
B) were distributed by clinic staff and posted in the waiting room and provider workstations to 
advertise the program. Those that responded and were eligible to participate were given a 
consent form to read and sign before participating. Participants were asked to complete a 
demographic questionnaire, which they did just before the first educational session (Appendix 
C). The survey inquired about the patient’s age, gender, length of diabetes diagnosis, education 
level, and whether the participant had undergone previous diabetes self-management education. 
Outcomes of this Project were measured using a pre, and posttest questionnaire to see if there 
were any differences in participant's knowledge of diabetes self-care behaviors. The pre and 
posttest knowledge questionnaire consisted of 24 questions that covered each area of the 
educational curriculum with answer options of Yes, No, or I don’t know. The Questionnaire (see 
Appendix D) was available online free of charge and adapted by Garcia and Associates for the 
diabetes self-management project at Gateway Community Health Center, Inc. with support from 
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the Robert Wood Johnson Foundation in Princeton, NJ. The reliability and validity of this 
instrument were conducted by Garcia et al. (2001) under The Starr County Diabetes Education 
Study, and the authors concluded that this tool is a reliable and valid measure of diabetes-related 
knowledge that is relatively easy to administer to patients. It is an instrument written in simple 
English, and it is based on recommendations in the National Standards for Diabetes Patient 
Education Programs 
To promote confidentiality, each participant was assigned a number that was listed on 
their questionnaire materials. A separate list with the identifying names and numbers was placed 
on the DNP student’s password-protected computer. Participants’ questionnaires were stored in a 
separate locked location. At the final intervention session, the DNP student administered the 
post-test questionnaire (Appendix E) again, with the participants coding with an assigned 
number to protect confidentiality. Qualitative data included comments from participants on the 
survey questionnaire (Appendix F).  
Project Site and Population 
This study took place at a community health center in Dorchester, Massachusetts. 
Dorchester is a large city in Massachusetts, with many African Americans residing in the area. 
According to a survey done by the Massachusetts Department of Public Health (DPH, 2015), the 
rate of T2DM in this community is increasing, with black non-Hispanic residents having greater 
than twice the rate of diabetes-related mortality compared to white non-Hispanic residents, and 
more than four times as many diabetes-related emergency department visits.  
The community health center is central to this community and provides access to health 
care for the underserved population. Consistent with its mission to provide the best health care to 
all, it is considered the premier safety-net clinic that is serving the diverse population in 
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Dorchester, Massachusetts. Within the health center is a family medicine department, and 
according to the Quality Assurance Director (personal communication), among the panel of 
patients seen in this department, approximately 1000 of them are patients with T2DM, with 60% 
having Glycated hemoglobin (HbA1C) greater than 8.0%. The need for an innovative program to 
improve diabetes outcomes has been discussed on many occasions among staff members, the 
high-risk care management team, as well as primary care providers. 
Key stakeholders supported the implementation of this QIP. These supports included: the 
administrative leadership, the medical director who reviewed the project proposal, the Vice 
President of Programs and Services who served as the mentor for the DNP student. Other 
stakeholders were the participants, the medical assistant, and the registered nurse who assisted 
with the intervention sessions. These teams of professionals provided meaningful inputs that led 
to the success of the project. Several meetings were held between the team and the DNP student 
to discuss details relating to the planning of the project. 
Procedure 
Pre- Intervention. This phase started in November 2019 following a memorandum from 
the Human Subject research determination indicating that the project does not meet the federal 
regulatory definition of human subject research, and therefore it did not require a submission to 
the Internal Review Board. Recruitment of participants took approximately three weeks; 
participation was voluntary and those who showed interest signed a log that was placed at the 
reception area. The registered nurse (RN-CDE) reviewed charts to ensure that patients who 
signed up met the inclusion criteria of (1) a diagnosis of T2DM, (2) age 18 years and above, (3) 
an established patient of the Dorchester clinic, and (4) an African American. If they met the 
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criteria, they were informed that they were eligible before leaving the clinic. Fourteen patients (4 
males and 10 females), ages between 40 to 67 years, signed up for the educational session.  
Intervention. The culturally tailored diabetes intervention sessions were held biweekly 
for 90 minutes for a total of six sessions. The intervention was done over three months from the 
first week of December 2019 to the first week of March 2020. Classes were held on Wednesdays 
in the afternoon as agreed by all the participants. The educational curriculum was based on the 
standards of diabetes care recommended by the American Diabetes Association (ADA) and the 
AADE.  
The education curriculum focused on self-management of diabetes. Topics included an 
overview of diabetes, teaching on nutrition and healthy eating, physical activity and stress 
management (see Appendix G). The educational sessions were done using a variety of tools that 
included ethnic food models, PowerPoint presentations, pictorial food books, videos, physical 
activities, exercises, and food demonstrations. The team comprised of the DNP student, one RN-
CDE, and one Medical Assistant (MA). The DNP student was the only one collecting data from 
the participants. The MA directed participants to the room and made sure that everyone was 
seated comfortably. The DNP student conducted the educational sessions, with the assistance of 
the RN-CDE, who also reviewed the educational materials. 
Class Structure. Each educational session lasted approximately 90 minutes. However, 
the first and last sessions were 30 minutes longer due to time spent in filling out the 
questionnaires. The six culturally tailored educational sessions and objectives are detailed in 
Appendix G. The first session was more of a discussion format, it started with the DNP student 
introducing herself and giving a brief discussion on her background. Pretest questionnaires 
(Appendix D) were administered, participants were asked what they felt was the hardest part of 
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their diagnosis to manage and what lifestyle changes were most difficult to incorporate into their 
lives. The teaching focus for this session was on understanding diabetes. The objective was to 
educate participants about diabetes as a chronic disease process, including its causes and its 
effect on body systems. 
The second session focused on nutrition and healthy eating. Participants were taught how 
to substitute a low carbohydrate diet from an African American traditional diet that is high in 
carbohydrates. The focus of the session was on how to improve the typical African American 
diet while still allowing the client to maintain their cultural background. Examples included food 
substitutions like brown rice, quinoa, or wheat couscous, and other whole grains in place of 
white rice. Participants were encouraged to choose items that are grilled, baked, or roasted rather 
than fried. Sources of proteins were reviewed, participants were also taught healthy proteins to 
include in dietary intake, strategy for portion control, meal plan, and ways to make healthy food 
choices at fast-food restaurants.  
The third session focused on how to read nutrition facts labels and food model 
demonstrations. Participants were taught simple recipes for diabetes smoothies. Three different 
food demonstrations were done for a diabetic smoothie (see Appendix H); participants were able 
to taste the smoothies prepared during the session.  Recipes for other food models on simple 
breakfast and lunch were explained and given to participants. The participants were also given 
activities to complete outside of the face-to-face sessions, and the activities included planning 
and goal setting for meal preparation and food substitutions. This technique reinforces self-
efficacy and accountability for participants’ self-care. 
The fourth session focused on teaching physical activity. Participants were taught the 
benefit of physical activity for a person with diabetes. Physical activity is one of the most 
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neglected aspects of T2DM management, particularly among African American patients. Ideas 
on how to get moving, how to choose and create an exercise program, aerobic vs. anaerobic 
exercise were all taught, Exercise videos were shown as well as exercise demonstration, and all 
participants participated in doing the exercises. 
Session five focused on stress management. Participants were taught how stress can 
affect blood sugar levels, how to control their stress level, and how to find support groups and 
resources. Different relaxation methods and everyday tips for staying healthy were taught. 
Session six was the final review session. All topics from sessions 1-5 were reviewed. This 
overview was particularly important for those that missed any of the previous sessions. 
Participants had the opportunity to ask questions at the end of this session after which they were 
given the posttest questionnaires to complete.  
Measurement Instrument 
The following instruments were utilized to measure outcomes of this QIP; A participant 
demographic questionnaire and a pre and posttest questionnaire, which was used to measure the 
participant’s knowledge of diabetes self-care behaviors. A survey questionnaire was also utilized 
to elicit participants’ satisfaction with the educational intervention and their confidence level in 
behavior change (Appendix F). The survey questionnaire had open-ended questions that were 
used to assess the feasibility and acceptability of the culturally tailored diabetes educational 
program. 
Data Collection  
Prior to the first session and after obtaining consent, the DNP student met one-on-one for 
10 minutes with each potential participant to develop a rapport to ensure natural expression and 
communication. During this one-on-one meeting, a demographic questionnaire was administered 
MANAGEMENT OF TYPE 2 DIABETES                                                                                  32 
 
(Appendix C), and discussion of the schedule was done as well as providing a general overview 
of the educational sessions, and participant questions were answered. A pretest knowledge 
questionnaire was administered to each participant during the initial group session to determine 
the participant’s knowledge of diabetes self-management. There were six group sessions lasting 
approximately 90 minutes; however, the first and last sessions lasted two hours.  
At the end of the sixth session, the same questionnaire given at the initial meeting was 
given as a posttest knowledge questionnaire and a satisfaction questionnaire was also 
administered. A ten-dollar gift card was presented to those individuals who participated in at 
least four out of the six sessions.  
Ethical and Human Subjects Projection  
 A human subject determination form was sent to the UMASS IRB, and it was found that 
the project does not meet the federal regulatory definition of human subject research and 
therefore does not require submission to IRB. The index site likewise did not require IRB 
submission, they were in full support of this project, as it is a quality improvement project. A 
letter of support was also obtained from the project site. Consent forms were signed by 
participants prior to attending the sessions. This included information about all aspects of the 
research as well as the researcher’s name, institution, study purpose, selection protocol, and the 
potential risks and benefits of being in the study (Appendix I). The participants were informed 
that their participation was voluntary, and no risk was anticipated. 
Results  
The aim of this project was to improve diabetes self-management knowledge using a 
culturally tailored diabetes education program. The data collected on both the pre- and post-
intervention was used to determine if knowledge was improved following the implementation of 
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the educational sessions. A total of 14 patients were initially recruited for the educational 
sessions; however, only 10 (N=10) participants completed at least four sessions as required and 
likewise completed the pre and post-test questionnaire.  
Demographic Characteristics 
Analysis of the demographics revealed that the participants were between age 42 and 67 
years with a median age of 54. The number of years that they had been diagnosed with T2DM 
ranged from 2 to 18 years. Four participants had been dealing with diabetes for more than 10 
years, three participants for greater than 5 years, and another three for less than 5 years. 
Approximately 70% of the participants had some high school education. The year the 
participants were first diagnosed with T2DM ranged from 2002 to 2018. Only two participants 
had attended a diabetes educational program, though they also stated that it was not culturally 





                                                                                                                                                            












     
 




African American Participants in Diabetes Education Intervention 
  
 
Variable                                       Number of Participants (N)                                 % of Participants 
  
Age 
40-49                                                          3                                                                        
50-59                                                          4                                                         
60-69                                                          3                                                          
 
 
Level of Education 
Associate degree                                        3 
High School Diploma                                4                                                                 
No H. School Degree                                 3         
 
Gender 
Male                                                           3 
Female                                                       7  
____________________________________________________________________________   
 
Attendance 
Class attendance fluctuated throughout the project intervention period. Fourteen 
participants were recruited for this project, in the first three sessions there was a total of 12 
participants, however, by the end of the six sessions, only 10 participants attended at least four 
sessions out of the six sessions and thus met the class attendance requirement. Participants 
shared that weather conditions and transportation issues affected their ability to attend all class 
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Table 2 
Participant Attendance at Each Biweekly Intervention Sessions (X attend, - if absent) 
 





                                                                                                                                                                               
                                                                                                    
                                                                                             
                                                                            
                                                                    
 
 
                                                                                                                                                
                                                                                                                                                            
  ____________________________________________________________________________   
P1  X  X  -  X  X  X 
 
P2  X  -  X  X  -  X 
 
P3  X  X  -  X  X  X 
 
P4  -  X  X  X  X  X 
 
P5  X  X  X  X  X  X 
 
P6  -  X  X  -  X  X 
 
P7  X  -  X  X  X  X 
 
P8  X  X  -  X  X  X 
 
P9  X  X  -  X  X  X 
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 Data Analysis and Interpretation 
The data was entered into SPSS version 23 for analysis, and the report was presented 
using descriptive statistics, including tables and figures. Individual questions were examined for 
changes in knowledge, and they were scored on a percentage basis, with 100% being the highest 
score and 0% being the lowest score. A score of < 50% represented a low score, while a score 
between 50% to 75% represented a moderate score, and a score > 75% indicated better diabetes 
knowledge. Changes in behavior and answers from the survey questions were reviewed for 
themes and reported. Table 3 below presents a descriptive statistic of the pre and post-tests 
scores in terms of percentage. 
Table 3. 
 
Descriptive Statistics of Pretest and Posttest Knowledge Questionnaire scores (N=10) 
  
 N Range Minimum Maximum Mean Std. 
Deviation 
Statistic Statistic Statistic Statistic Statistic Std. 
Error 
Statistic 
Pre-test 10 34 33 67 46.60 3.377 10.679 
Post-test 10 17 83 100 93.80 2.195 6.941 
Valid N 
 (listwise) 
10       
 
The post-test knowledge questionnaire revealed an increase in knowledge in relation to 
self-management of diabetes. The highest score in the pretest questionnaire was 67%, while the 
lowest score was 33%, with an average score of 46.6%. For the post-test, participants more than 
doubled their scores. The highest score was 100%, while the lowest score was 83%, with an 
average of 93.8 %. Figure 1 below shows the different scores for each participant in the pre and 
post-test questionnaires. 
MANAGEMENT OF TYPE 2 DIABETES                                                                                  37 
 
 
Figure 1. Comparison between Pre and Post Test scores per participant 
The data showed a positive improvement in the posttest score in all participants with 60% of 
participants having >50% rates of increase in test scores. Figure 2 shows these differences. 
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The data was also analyzed to determine improvement in scores as it related to age, 
gender, and educational level. The results were presented in percentages; Table 4 below shows 
the difference in scores in relation to age group, educational level, and gender.  
Table 4 
Participants score in the pre and posttest in relation to age, gender, and education 
______________________________________________________________________________ 
Variable                                 N                           Pretest                                      Posttest 




Note: Score <50%= Low, score 50%-75%= Moderate and score > 75 % = High score 
The pretest scores revealed that prior to the intervention sessions, most of the participants had 
little knowledge of self-management of T2DM. Participants’ age and length of diagnosis may 
have been a factor. The data showed that 100% of participants age 40-49 had low scores of < 
                                                                              Low Moderate    High                      Low Moderate High 
 
Age  
40-49                                         3                 100           0               0        0 0 100 
50-59                                         4                  50        50              0  0 0           100 
60-69                                         3                  23        75             0  0 0 100 
 
Level of Education  
Associate Degree                       3                 67         33             0  0 0 100 
High School Degree                  4                  50          50             0  0 0 100 
No H. School Degree                3                  50         50             0  0 0  100 
 
Gender    
Male                           3                   33          67            0  0 0 100 
Female                          7                   71          29            0  0 0 100    
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50% in the pretest while participants ages 60-69 had slightly higher scores with, 75% of them 
having moderate scores >50%. Those in the 60-69 age group were also noted to have had a 
diagnosis of T2DM for more than 5 years. This meant that they probably had some knowledge of 
self-management but not enough to manage their disease. The levels of education did not play a 
significant role in terms of prior knowledge of self-management of T2DM, as 67% of those with 
associate degrees had a low score of <50% in the pretest questionnaire. This may be due to the 
small sample size. In the post-test scores, all participants, regardless of age, level of education, 
and gender scored >75 % with approximately 25% to 62% increase rate in the score for the 
participants. This, likewise, indicates that the culturally tailored education program improved 
participants’ knowledge about diabetes self-care behaviors.  
Participants Satisfaction 
 At the end of the six culturally tailored educational sessions, a satisfaction survey 
questionnaire was given to participants to assess the feasibility and acceptability of the 
educational sessions. The survey questionnaire had 10 questions using a Likert scale format with 
5 options, 1 means strongly disagree, and 5 means strongly agree (See Appendix F). Two open 
response questions were also asked and inquired about additional information the participant 
would like to share with the team and suggested changes to improve the sessions. The result of 
the survey questionnaire indicated that all participants liked the culturally tailored educational 
program. All participants strongly agreed that the teachings improved their knowledge of self-
management of diabetes. All the participants strongly agreed that they could now substitute low 
carbohydrates for African American diets high in carbohydrates. Although 20% of the 
participants somewhat agreed that they are now able to manage and cope with stress, 80% 
strongly agreed. Of the participants, 10% somewhat agreed that they can now tell the symptoms 
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of hypoglycemia and hyperglycemia, while 90 % strongly agreed to be able to tell these 
symptoms. All participants indicated that they would recommend the program to their family and 
friends. Most of the participants requested more educational sessions on diabetes. Their 
confidence and motivation to manage their diabetes increased. Some participants also indicated 
that they had already started making lifestyle modifications based on what they had learned. 
Below are comments made by some participants on the open-ended section of the survey 
questionnaire: 
Participants Quotes 
“Now I know the importance of reading food labels, I can control my diabetes through diet and 
exercise. The class sessions also made me feel that there are many others like me, and I am not 
alone.” 
 
“For my 18 years of being diagnosed with diabetes, I have never had anyone explain diabetes 
management the way it was taught in this program. The teaching was comprehensive and easy to 
understand and apply. I have started taking little walks every day.” 
 
“The class sessions by far exceeded my expectations. The explanations were medically explained 
as well as explained physically.  I liked the samples of healthy foods and recipes. Indeed, this 
class session made me aware of the cultural foods that I need to change. We African Americans 
eat a lot of carbs.” 
 
“I enjoyed the food demonstrations very well, since the beginning of last week I have been 
cooking quinoa instead of rice and it actually tastes better than I thought it would.” 
 
“My experience in this program has been wonderful. Can this program be advertised more so 
that more people will attend, because there are many of our African Americans that need this 
information?” 
 
“Well presented program, I think it should also be made open for family members so that those 
of us that want to bring family members to attend, can do so.” 
 
“This is a very informative educational program; however, I think it should be opened to all 
patients with diabetes, not just African Americans, a lot of patients from other ethnic groups are 
struggling with diabetes.” 
 
“The teachings are more than I expected. I have learned that diabetes is manageable, and 
people can live a long time with diabetes without losing body parts. I’ve learned that a few 
simple manageable changes in diet, exercise, and stress can have a big impact on my A1C.” 
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Discussion 
This DNP project focused on increasing knowledge on self-management of diabetes in 
the African American community. The project demonstrated that there was an improvement in 
knowledge at the end of at least four educational sessions. Although the sample size was small 
(N=10), the project was consistent with the literature regarding the benefits and sustainability of 
a culturally tailored diabetes education program. The intervention has the potential to improve 
patient’s outcomes by increasing their knowledge and empowering them towards the 
management of their disease. Participants were educated about diabetes, its complications, and 
self-care behaviors (diet, physical exercise, and stress management) that can lead to optimal 
health. The Chronic Care Model (CCM) stresses the importance of self-management, patient 
empowerment, and team-based care in order to improve diabetes care. By creating interactions 
with patients outside of the usual office visit, patients can develop the confidence to manage their 
diseases. A critical component of the CCM model is self-management support; it emphasizes the 
need for patient-centered interventions.  These interventions can include tailored education 
resources, skills training, psychosocial support, and collaboration between provider and patient 
to define problems, set priorities, establish goals, identify barriers, create treatment plans, and 
solve problems (Flandt, 2006). 
The goal of self-management support is to empower and prepare patients to manage their 
health. Research suggests that developing self-management skills can have a significant positive 
effect on the health outcomes of people with chronic illnesses. This project will help participants 
to apply their newfound knowledge to the management of their disease. This knowledge 
acquisition can help change patients’ feelings and attitudes about T2DM and encourage them to 
care for themselves more effectively, thus increasing their quality of life. The results also showed 
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that prior to the culturally tailored intervention, participants had little knowledge about self-care 
behaviors for T2DM. Most of the participants had low scores in the pretest, especially 
participants age 40-49. This finding may indicate the need to focus on future diabetes education 
with this age group or for those with diabetes diagnosis of fewer than five years. This project 
also supports the literature on the need for a culturally tailored intervention for African 
Americans to increase self-care behaviors.  
When planning an educational program, there is a need to consider the participants' 
satisfaction. Participants’ satisfaction produces the motivation of diabetic educators. In this 
study, participants developed knowledge on how to empower themselves to self-manage their 
disease. This knowledge attainment is evident in the survey questionnaire result, as 100% of the 
participants agreed strongly that they acquired enough knowledge from the teachings to make 
healthy changes in their diet, physical activities, and stress management. In diabetes, higher self-
efficacy has been associated with a better diet, more exercise, and other self-management 
behaviors (Gherman et al., 2011).  
Most of the comments received from those that attended were that they loved the 
teachings and the different materials used, including the food models and demonstrations. The 
participants requested for more instructions of this nature. During the presentations, the 
participants were very attentive, quite interested in what was being taught. The post-test 
questionnaire proved that they gained knowledge, as most of the questions were answered 
correctly. The population of patients served in this community health center is predominately 
African Americans; thus, the result of this project supports the need for providing self-
management education in a format that is culturally tailored for this group.  
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The strengths of this project include the support of the administrative and clinical staff; 
all were available for collaboration and contributed to the success of the project. Another 
strength of this project was that the educational team was from the African American population; 
this created a sense of belonging among the participants. The ten-dollar gift card given to 
participants also served as an incentive to participate in the sessions.  
Limitations 
The major limitations of the project included difficulties with securing rooms for the 
educational sessions. After the third session, the conference room allocated for the session was 
no longer available; it was needed for clinic use. Due to the importance of this QI project, the 
clinic provided an alternative room the next week. This required a change in the scheduled dates, 
from Wednesdays to Tuesdays, which affected the rate of attendance. Two members who had 
attended the first three sessions could not attend the final three sessions. The sessions were held 
during weekdays, and this may have limited the number of participants due to work schedules.  
Another limitation is the small sample size (N=10) of the participants. This could be due 
to the project timeline, which fell during the holiday season, as participants may prefer to stay 
home with family members rather than attend any program. In addition, the sample also 
consisted mainly of people of lower socioeconomic class with limited health care literacy. This is 
the population that the clinic primarily serves. According to Gaskin et al., 2014, African 
Americans with diabetes are poorer, more often unemployed, and uninsured, and less likely to 
attend formal diabetes, self-management classes. All these factors limit the generalizability of the 
outcome of this project to the overall African American Population. 
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Conclusion 
African Americans constitute an ethnic population that has been characterized by the 
ADA as having a high risk for diabetes. African Americans have the highest incidence of 
diabetes in the U.S., and knowledge deficit about self-management has been noted to contribute 
to this disparity. Many African American nutritional practices are inherited from their cultural 
influences, and they still exist today. These influences contribute to higher rates of obesity and 
being overweight among African Americans, and therefore increase the risk of developing 
T2DM (Odgen, Carroll, Kit, & Flegal, 2012). This QIP focused on implementing a culturally 
tailored diabetes intervention for African American adults living in the Dorchester area of 
Massachusetts. The findings from this project reinforced the reliability of educational 
intervention for diabetes management in the African American community. Although more 
research needs to be done to find ways to address the needs of this population, this project could 
help improve the management of diabetes among African Americans living in Dorchester, as 
well as decrease emergency department, unexpected hospitalizations, and readmissions. The 
acceptability and accessibility of treatment, the significance of food, the impact of cultural roles, 
and recognition of stigma needs to be pivotal to any diabetes education for African Americans 
with T2DM. This project could serve as a model for educational interventions for other ethnic 
groups.  
Implication and Recommendation 
This QIP demonstrates overall improvement in knowledge about management of diabetes 
among African Americans as well as improving patient’s knowledge in the management of their 
disease. Likewise, this project provides a positive impact of a culturally tailored educational 
program in an outpatient clinic setting. This project also highlights the importance of a culturally 
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tailored educational program in addressing the needs of a specific patient population. The CCM 
is becoming an important strategic framework for innovation throughout the healthcare 
community. The innovative interventions derived from the model are worth exploring as a part 
of any disease management or practice improvement program. Improving relationships and 
increasing communication between the healthcare provider and the patient are essential to 
improving outcomes and lowering overall expenditures in healthcare.  
Cost-Benefit Analysis/Budget 
 Implementing a culturally tailored diabetes education program in a primary care setting 
has limited expenditure. Many insurance payers reimburse for diabetes self-management 
education/training, implicitly recognizing the importance and value of the intervention. Diabetes 
education aims to achieve optimal health outcomes and better quality of life, as well as reduce 
the need for costly health care. The cost of this project included staff salary to attend the bi-
weekly sessions, cost of materials, and preparation cost. There were no capital investments for 
this project. The total cost of implementing this DNP QI project was approximately $1,312 
(Appendix J).  
The potential cost savings result from an overall decrease in healthcare costs from 
treating patients for complications of T2DM. The benefit of this project is that it increased basic 
knowledge about diabetes and diabetes self-management practices, and improved lifestyle 
behaviors among African Americans living around Dorchester, Massachusetts. 
Timeline 
The timeline for this project from start to finish was approximately seven months. Once 
the University of Massachusetts Internal Review Board and the clinical site approved the project, 
the DNP student began recruiting participants (Appendix K). Data collection was biweekly over 
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three months and began in December 2019. After data collection was complete, the pre- and 
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Learn how to prevent diabetes, control diabetes, and eat healthy foods 
 
● Are you an African American age 18 years or older, living with diabetes? Do you 
receive your primary care at Whittier? If your answer to these questions is yes, then 
this class is for you! 
● There will be six class sessions held biweekly starting in December 2019. 
Recruitment starts in November 2019, you will be required to attend at least four 
sessions.  
● You will receive a ten-dollar gift card for your participation 
 
                                     Call for more information 
 
 















Participant Demographic Questionnaire 
                                                           
Age______________                                                     Gender________________ 
 
Level of Education__________________    
 
Year of Diabetes Diagnosis: ________________  
 
Language: __________________________________           Ethnicity______________________                                                                         
 
6. Have you ever participated in a diabetes education program before?          Yes / No  
  
7. If you have participated in a diabetes education class prior to this class, was it culturally 












Pre-test Diabetes Knowledge Questionnaire  
 Questions  Y N Don't Know  
1  
Eating too much sugar and other sweet foods is a cause 
of diabetes.  
   
2  
The usual cause of diabetes is a lack of insulin in the 
body.  
   
3  
If you are overweight, losing 5 pounds could help lower 
your A1C level  
   
4  If I am diabetic, I should never work barefoot.     
5  
When your diabetes is uncontrolled, the amount of sugar 
in the blood usually increases.  
   
6  
If I am diabetic, my children have a higher chance of 
being diabetic.  
   
7  
A diabetic patient should have a yearly visit with a 
podiatrist.  
   
8  A fasting blood sugar level of 200 is too high.     
9  
If I am diabetic, I should have at least 30 minutes of 
exercise each day.  
   
10  Healthy eating for people with diabetes means spacing    
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meals and snacks evenly throughout the day 
11  Stress can increase blood sugar levels    
12  Insulin reaction is caused by too much food.     
13  
Medication is more important than diet and exercise to 
control my diabetes.  
   
14  
You can reduce food portions by reducing your meal 
plate size to a 9-inch plate 
   
15  
Cuts and abrasions in a diabetic patient heal more 
slowly.  
   
16  People with T2DM should never eat carbohydrates    
17  Diabetes can damage my kidneys.     
18  
Diabetes can cause me to lose feeling in my hands, 
fingers and feet. 
   
19  
Frequent urination and thirst are signs of low blood 
sugar 
   
20  Obesity and being overweight can worsen my diabetes.     
21 
When grocery shopping, a person with diabetes should 
read 
food labels to evaluate calorie, carbohydrate, and fat 
content 
of foods 
   
22 The nutrient that has the greatest effect on blood sugar    
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levels is carbohydrate 
23 
The way I prepare my food is as important as the foods I 
eat. 
   
24 
Regular exercise will increase the need for insulin or 
other diabetic medication. 
   























POST-test Diabetes Knowledge Questionnaire  
 Questions  Y N Don't Know  
1  
Eating too much sugar and other sweet foods is a cause 
of diabetes.  
   
2  
The way I prepare my food is as important as the foods I 
eat. 
   
3  
If you are overweight, losing 5 pounds could help lower 
your A1C level  
   
4  If I am diabetic, I should never work barefoot.     
5  
When your diabetes is uncontrolled, the amount of sugar 
in the blood usually increases.  
   
6  
If I am diabetic, my children have a higher chance 
of being diabetic 
   
7  
A diabetic patient should have yearly visit with a 
podiatrist.  
   
8  A fasting blood sugar level of 200 is too high.     
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9  
If I am diabetic, I should have at least 30 minutes of 
exercise each day.  
   
10  
Healthy eating for people with diabetes means spacing 
meals and snacks evenly throughout the day 
   
11  Stress can increase blood sugar levels    
12  Insulin reaction is caused by too much food.     
13  
Medication is more important than diet and exercise to 
control my diabetes.  
   
14  
You can reduce food portions by reducing your meal 
plate size to a 9-inch plate 
   
15 Cuts and abrasions in a diabetic patient heal more 
slowly. 
   
16 People with T2DM should never eat carbohydrates    
17 Diabetes can damage my kidneys    
18 Diabetes can cause me to lose feeling in my hands, 
fingers and feet. 
   
19 Frequent urination and thirst are signs of low blood 
sugar 
   
20 Obesity and being overweight can worsen my diabetes.    
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21 When grocery shopping, a person with diabetes should 
read 
food labels to evaluate calorie, carbohydrate, and fat 
content of foods 
   
22 The nutrient that has the greatest effect on blood sugar 
levels is carbohydrate 
   
23 The way I prepare my food is as important as the foods I 
eat. 
   
24 Regular exercise will increase the need for insulin or 
other diabetic medication. 


















Please circle the number that correspond to the level of your agreement with these statements,  
Where 1 means strongly disagree and 5 means strongly agree. 
 
______________________________________________________________________________ 
Survey Questions    % Strongly        % Somewhat      %Neither            % Somewhat        % Strongly 
                                       Disagree            Disagree          Agree nor                Agree                       Agree 
                                                                                            Disagree 
I feel I have enough 
knowledge to make             1                         2                           3                            4                            5 
healthy changes  
in my diet                                                                                                                                             
 
I feel I have enough  
knowledge to make             1                         2                           3                              4                            5 
healthy changes  
in my physical activity                                                                                                                        
 
After attending this class,  
I feel self-management   
is a priority for me  
and I am motivated to        1                          2                           3                               4                          5 
prevent my diabetes from 
getting worse                                                                                                                           
 
I feel I can follow my 
Diet when I have to  
Share food with others           1                        2                             3                             4                        5 
Who do not have diabetes?      
 
I can now tell the  
symptoms of hypoglycemia    1                       2                              3                           4                         5 
and hyperglycemia                                                                                                    
 
I am confident that I  
Can now to substitute  
African American diet 
that is high in Carbohydrates   1                         2                          3                           4                          5 
for those low carbs                                                                                                                                          
100% 
 
After attending this class 
I am now confident that 
I have the skills to manage      1                          2                          3                          4                         5 
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stress so that it does not  
impact my health        
                                                                                                    
 
The sessions were 
taught with respect to              1                         2                            3                         4                         5 
my culture                                                                                                                                              
 
The teachings and all  
materials used were             1                             2                            3                        4                          5 
simple and easy to  
understand                                                                                                                                             
 
I will recommend this 
program to my family         1                              2                          3                         4                          5 
and friends                                                                                                                                                                                                                                                                                           
 
What else would you like to tell us___________________ 
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Appendix G 
EDUCATION CURICULUM ON MANAGEMENT OF DIABETES 
Session 1 Overview of diabetes  
Purpose: To provide an overview of diabetes as a chronic disease process, including its causes 
and its effect on body systems 
Teaching Objectives:  
At the end of Session 1, the learner should be able to: 
● Describe at least one feeling they had about their diagnosis of diabetes. 
● Explain one component of the pathophysiology of diabetes: and 
● Describe normal glucose metabolism in simple terms. 
Method: 
● Discussion:  Discuss feelings and recognize the impact they might have on control of 
diabetes.  Dispel myths that surround the reasons for contracting diabetes, i.e., the 
participants did something bad, or they ate too much sugar.  
● Power point presentation 
Contents: 
 Ask participants what they feel is the hardest part of their diagnosis to manage and what lifestyle 
changes are most difficult to incorporate into their lives. Teaching points were based on the 
following questions, “what causes diabetes?” and “what is diabetes?” Explain that most foods 
contain sugar (glucose) and that the body needs this sugar or glucose for energy.  Explain that the 
brain, muscles and internal organs all use sugar (glucose) for fuel.  Emphasize that eating too 
much sugar did not cause participant’s diabetes.  Genetics, weight, family history and ethnicity 
all contribute to diabetes.  In diabetics, the body can’t use the insulin that is produced, or the 
pancreas doesn’t produce enough insulin.  Teach hyper/hypoglycemia, complications of 
uncontrolled diabetes. 
Session 2: Nutrition and healthy eating 
Learning Objective:  
At the end of Session 2, the learner should be able to: 
● Describe one way to substitute a low carbohydrate into an African American traditional 
diet that is high in carbohydrates 
● Identify two healthy proteins to include in dietary intake 
● Explain a strategy for portion control in a meal plan 
● Describe one approach to making a healthier food choice at a fast food restaurant,  
● Describe one way that carbohydrate intake impacts blood glucose levels 
Teaching contents:  Review sources of carbohydrate. Carbohydrates are necessary for important 
body functions. Review major differences between the American Diabetic Association 
recommended diabetic diet and the traditional African American diet. Carbohydrate foods have 
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the greatest effect and quickest effect on blood glucose levels.  Carbohydrate foods raise blood 
glucose regardless of the source.  Participants need to realize that milk, fruit and bread raise 
blood glucose just as a cookie does.  
Review sources of protein from session.  Proteins are also necessary for important body 
functions.  We need proteins but we don’t need an excessive amount.  Using food models show 
participants examples of 3-ounce portions of cooked protein.  Proteins affect blood glucose 
levels but to a much lesser extent that carbohydrates.  A source of protein should be included at 
each meal.  Try to choose very lean and lean protein choices if possible.  Examples include white 
meat chicken or turkey (no skin), fish such as cod, salmon or trout, shellfish like lobster, crabs, 
clams and low-fat cottage cheese.  Some red meats are also lean.  These include flank steak, 
roasts such as a pot roast, pork tenderloin.  Make sure that you trim the fat! 
Teach portion control, and how to make a meal plan 
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Food substitution- Teach different food substitutions like quinoa and brown rice for white rice. 
Sample of dietary modification: 
Sample Dietary Modification for an African American Patient with Diabetes 
Meal 
 
Typical African American content Modified 
Break fast 1/2 cup grits, 2 fried eggs, 2 sausage 
patties, 2 buttermilk biscuits, coffee with 
sugar, 1 Tbsp. margarine 
1/4 cup egg substitute, 1 
homemade sausage, 2 slices 
whole wheat toast, 1 cup 
cubed cantaloupe, coffee with 
sugar substitute, 1 tsp. 
margarine 
Lunch 1 fried chicken leg quarter, 1/2 cup 
mashed potatoes, 1/2 cup green beans 
seasoned with ham, 1 medium tomato, 1 
hot roll, 1 Tbsp. margarine, 1/2 cup 
blackberry cobbler, iced tea with lemon 
and sugar 
1 skinless baked chicken 
quarter, green beans seasoned 
with fat-free low-sodium 
broth, 1 tsp. margarine, 1 1/4 
cup strawberries with sugar 
substitute, iced tea with 
lemon and sugar substitute 
 
Section 3: Nutrition and healthy eating- Continued 
Learning Objectives: 
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At the end of Session 3, the learner should be able to: 
● Learn simple recipes for diabetes smoothies 
● Understand the impact of delaying or omitting meals, and the importance of appropriate 
portion size will be reviewed 
● Understand how to make healthier choices at fast food restaurants 
● know how to read nutrition facts labels.    
Teaching Points:  Emphasize the fact that the body needs food to provide fuel for the activities 
we perform each day.  Food/fuel is also needed for the medicine or insulin we take each day.  If 
we do not provide enough food, then our blood glucose levels may fall too low.  Review 
hypoglycemia.  If a meal is going to be delayed for more than ½ to one hour, then a snack should 
be eaten at the usual mean time.  An adequate amount of food should be eaten at each meal.  
Food cannot be saved from one meal to the next meal.  For example, if you do not eat any 
carbohydrate at lunch, you cannot have double your usual intake of carbohydrate at supper.  
Remember, balance is important! 
Teaching Points:  Encourage participants to ask for foods without extra sauces and to omit 
cheeses. Discourage the practice of “supersizing” selections.  Illustrate the difference in calories, 
fats and carbohydrates between a regular portion and a “supersized” portion.  Encourage 
participants to choose items that are grilled, baked or roasted rather than fried.  Remind 
participants of the principles of good meal planning, i.e., a carbohydrate, a protein and a fat at 
each meal.  Only a side salad or a frozen yogurt is not enough.  
Method: 
Discussion 
Food models, pictorial food books, 
Video, 
activity logs, and food demonstrations. 
Power point  
Q & A 
Session 4 Teaching on Physical Activity 
Purpose: To provide information regarding the effects of physical activity on blood glucose and 
the possible dietary changes necessary with changes in activity. The opportunity to create an 
individual physical activity plan will be provided.  
  Learning Objectives: 
At the end of this session, the participant will be able to:  
● List three benefits to diabetics for physical activity 
● Describe one effect of physical activity on blood glucose,  
● Describe two features you would include in a personal activity plan for yourself 
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 Content: Benefits of regular exercise, Effects on blood glucose, Choosing/creating an exercise 
program, Aerobic vs. anaerobic exercise, Hypoglycemia and exercise, Tips for staying with your 
program. Recommendation for physical activity- 30-60 minutes 3-4 times per week 
Physical activity options: The gym- equipment like elliptical or treadmill 
Jogging, running, swimming, power walking, dance, yoga,  
Methods of Instruction: 
● Discussion 
● Exercise video 
● Exercise demonstration- 5 minutes series of stretching, bottle water given to each 
participant 
● Q & A  
Session 5 Stress management 
Purpose: To teach participants how stress affects blood sugar 
Objective: At the end of this session participants will be able to: 
● know how to control their stress level 
● Find support groups 
● Learn different relaxations methods. 
● Learn everyday Tips for Staying Healthy 
Content: 
Foot Care Dental Care Vitamins/Minerals Exercise Self-Management 
Method: 
Discussion,  
Power point presentation 
Question and Answers 
Session 6 – Review session 
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Appendix H 
Diabetes Smoothies Recipes 
Barbra’s Green Smoothie 
❖ 1 small orange (peeled) 
❖ 2 big handfuls of spinach 
❖ ½ cup of frozen mixed berries 
❖ 1 teaspoon of chia seeds 
❖ 1 cup of unsweetened organic coconut milk 
Charles’ Recipe  
❖ 1 banana 
❖ 1 handful of blueberries 
❖ 2tablesppns of soaked chia seeds 
❖ 1 cup of cut kale 
❖ 1 cup of spinach 
❖ Water or milk 
Green Recipe 
❖ 8 oz of unsweetened almond milk 
❖ 2-3 cups of spinach 
❖ 1 medium banana (peeled) 
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Appendix I 
Consent Form for Participation in a Research Study 
University of Massachusetts Amherst 
 
 
Researcher(s):  Chigoziri Ojuka, DNP student, University of Massachusetts, 
Amherst 
 
Study Title: Management of Type 2 Diabetes among African Americans using a 
Culturally Tailored Intervention Program 
 
1. WHAT IS THIS FORM? 
This form is called a Consent Form. It will give you information about the study so you can 
make an informed decision about participation in this research. 
 
2. WHO IS ELIGIBLE TO PARTICIPATE? 
For you to be eligible to participate you must be an African American age 18 years and older 
with a diagnosis of type two diabetes. You should be able to understand and speak English 
language and use the Dorchester clinic site for care. 
3. WHAT IS THE PURPOSE OF THIS STUDY? 
The purpose of this research study is to help African Americans with diabetes understand their 
disease and increase their knowledge of self-management of diabetes, using a culturally tailored 
approach.  
 
4. WHERE WILL THE STUDY TAKE PLACE AND HOW LONG WILL IT LAST? 
This study will take place at Whittier Street Health Center located in Dorchester. It will be held 
biweekly in the conference room for a total of six sessions.  Each session are 90 minutes long 
and you will be asked to attend at least four out of the six educational sessions. 
 
5. WHAT WILL I BE ASKED TO DO? 
Participants will be given diabetes knowledge questionnaires before and after the sixth group 
session. The posttest knowledge questionnaire will also have some open-ended questions that 
will require short answers. These answers will be used to elicit participant’s view of the 
educational sessions. You may skip any questions you feel uncomfortable answering. 
 
6. WHAT ARE MY BENEFITS OF BEING IN THIS STUDY?  
Participants may acquire increased knowledge regarding self-management of their diseases, most 
especially they will learn how to substitute some of the traditional African American diets that 
are high in carbohydrates for diets low in carbohydrates. Techniques used during the educational 
sessions will reinforce self-efficacy and accountability for participants’ self-care. 
 
7.  WHAT ARE MY RISKS OF BEING IN THIS STUDY?  
We believe there are no known risks associated with this research study; however, a possible 
inconvenience may be the time it takes to complete the study. 
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8. HOW WILL MY PERSONAL INFORMATION BE PROTECTED?  
Research records will be labeled with a code. A master key that links names and codes will be 
maintained in a separate and secure location. The master key will be destroyed (3) years after the 
close of the study. All electronic files containing identifiable information will be password 
protected. Any computer hosting such files will also have password protection to prevent access 
by unauthorized users. Only the members of the research staff will have access to the passwords. 
Information will be presented in summary format and used at the clinic for improvement of 
quality of care. 
 
9. WILL I RECEIVE ANY PAYMENT FOR TAKING PART IN THE STUDY?  
Each participant that attends at least four sessions will receive a ten-dollar gift card for 
participation in the educational sessions. Gift cards will be given at the end of the fourth and 
final group sessions. 
10. WHAT IF I HAVE QUESTIONS? 
Take as long as you like before you make a decision. I will be happy to answer any questions 
you have about this study. If you have further questions about this project or if you have a 
research-related problem, you may contact the researcher (Chigoziri Ojuka- 617 858-2550). If 
you have any questions concerning your rights as a research subject, you may contact the 
University of Massachusetts Amherst Human Research Protection Office (HRPO) at (413) 545-
3428 or humansubjects@ora.umass.edu 
 
11. CAN I STOP BEING IN THE STUDY? 
You do not have to be in this study if you do not want to. If you agree to be in the study, but later 
change your mind, you may drop out at any time. There are no penalties or consequences of any 
kind if you decide that you do not want to participate. 
 
12.WHAT IF I AM INJURED? 
The University of Massachusetts does not have a program for compensating subjects for injury 




13. SUBJECT STATEMENT OF VOLUNTARY CONSENT 
When signing this form, I am agreeing to voluntarily enter this study. I have had a chance to read 
this consent form, and it was explained to me in a language, which I use and understand. I have 
had the opportunity to ask questions and have received satisfactory answers. I understand that I 




________________________ ____________________  __________ 
Participant Signature:   Print Name:    Date: 
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By signing below, I indicate that the participant has read and, to the best of my knowledge, 




_________________________    ____________________  __________ 

























COST OF MATERIALS/RESOURCES 
Printing of flyers for recruitment………………………………. $50.00 
Educational materials………………………………………         $ 100.00 
Food materials for cooking demonstration ……………………… $150 
Snacks, and water served during the sessions ……………………$100 
Free resources: (gift bags, self-care diaries, measuring cups, measuring spoons, reusable water 
bottles, gift cards).      ………………………………………………. $300.  
TOTAL COST FOR MATERIAL/RESOURCES =$700 
SALARY FOR THREE STAFF MEMBERS: 
- 1 RN-CDE @ $35/hr. x 6 classes 2 hours each =$420 
- 1 MA @ $16/hr. x 6 classes 2 hours each= $ 192 
Total= $612                                                             
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Appendix K 
IRB Letter of Approval 
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Appendix L 
Timeline (Estimated-7 months) 
Table 1  
Task October November December January February March April 
IRB Approval 
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